
 NOTIFICATIONS TO 
REDUCE READMISSIONS, IMPROVE 
OUTCOMES AND ENHANCE CARE 
COORDINATION 

One in every six Medicare patients discharged from a hospital in the U.S. is readmitted within 30 days, 
costing hospitals more than $41 billion each year.1,2 Of 3,080 hospitals evaluated by the Center for 
Medicare & Medicaid Services (CMS), 83 percent will receive readmission-related penalties in 2021 
(exclusions include critical-access hospitals or hospitals specializing in veterans, children, psychiatric 
care, rehabilitation or long-term care).3

the pandemic, they need to take action now to reduce readmissions.

Fiv  Benefits of 
Notifications

Timely Interventions

Better Care Coordination

Access to Lab Data

Enhanced Clinical 
Decision-Making

Quality Improvement  
and Risk Management

While the cost of readmissions is substantial 
for providers participating in risk-based payer 
programs, patients pay the biggest costs in terms 
of worsening conditions, medical complications 
and even death. There are many reasons why it’s 
so challenging to ensure a seamless transition from 
inpatient care. Too often, primary care physicians  

 do not know when one of their patients has 
been admitted to or discharged from a hospital or 
ED — especially when the hospital is outside of the 
physician’s network. They might hear about it from 
the patient weeks or months after the fact. At 
that point, the primary care practice has to gather 
information from sources, including email or 
multiple phone calls. Besides being a time-
consuming process, the information gathered may 
be outdated, incomplete or inaccurate. 

What primary care practices need is to be 
 

discharged from a hospital or ED. Primary care 
practices need timely access to hospital/ED 
discharge summaries, imaging reports and lab data 
to get Real-time notifications

h
 an episode has occurred. Daily, batch 

Care 
Organizations (ACOs), Skilled Nursing Facilities (SNF ) 
and other organizations to monitor utilization, 
reduce risk and inform quality initiatives. 
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from CORHIO

Admission, Discharge, 
Transfer (ADT)
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99495, TCM serives with the following 
reaquired elements:
• Communication (direct contact,
• telephone, electronic) with the patient

and/or caregiver within two business
days of discharge

• Face-to-face visit, within 14 calendar
days of discharge

• Medical decision-making of at least
moderate complexity during the service
period

• $175.76
• RVU is 2.116

99496, TCM services with the following 
required elements:
• Communication (direct contact, tele-
 phone, electronic) with the patient

and/or caregiver within two business 
days of discharge

• Face-to-face visit, within seven calendar
days of discharge

• Medical decision-making of high
complexity during the service period

• $237.11
• RVU is 3.057

Updated TCM codes5

for Transitional Care Management (TCM) and 
removed several restrictions on which 
conditions can be included, providers may 
benefit financially as well.  Notifications can 
play a key role by alerting the provider that a 
patient is ready to be discharged so they can 

Lab results:

be ready for the transition and take 
advantage of the increased incentives. The 
changes also now allow TMC codes to be 
billed the same as Chronic Care 
Management (CCM) code 99490.
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The UCHealth Integrated Network is a 
physician-led ACO that includes more than 
2,400 providers and 10 hospitals. UCHealth 
participates in the Medicare Share Savings 
Program (MSSP) and actively coordinates 
care for patients in the program using 

UCHealth pulls information from daily 

and then links that information with existing 
data elements from Epic. This includes 
information such as the patient’s primary 
care provider, last appointment, care 
manager contact information and general 
risk score. 

“Our care managers need the right 
information to outreach to these patients,” 

Population Health at UCHealth. roviders 
then contact the patient to 
see what they need, start working on 
medication reconciliation and schedule 
an appointment with their primary care 
provider or refer them to behavioral health 
or a specialist.

Population Health at UCHealth  
Integrated Network

In fall 2018, Mayfair Internal Medicine, a 
medical group serving 3,000 patients in the 

solution from CORHIO. The solution included 

about patient ED visits, and hospital 

year, the practice experienced an overall 
decrease in alerts, primarily due to improved 

“We’re now able to go in and look at ED and 
hospital discharges and reach out to patients 
with a phone call within two business days 

a patient who went into the ED and was 
admitted to the hospital, where she ended 
up having a toe amputated. Mayfair, however, 
never received a discharge summary. Upon 
discharge, the patient had trouble managing 
her medications and was not set up with 
home health care services. “Because of 

reconcile her medications, get her home 
health, and ultimately, we saved her a 
readmission,” says Martin.

Manager Mayfair  
Internal Medicine
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Jane Hill 
Sr. Business Systems Analyst 
InnovAge

InnovAge’s Colorado PACE (Program of 
All-inclusive Care for the Elderly) serves 
more than 2,700 members. InnovAge 

to let the care team know immediately 
when one of their PACE members is 
having an ED or hospital encounter. 

 

 
out what’s going on. Then we request 
full records from the hospital so we 
can start planning for their needs,” says 
Jane Hill, Sr., Business Systems Analyst  
at InnovAge. 

InnovAge stores all the data elements 
 

analysis. “We realized the wealth of 
data we are receiving, so we decided 
to hold on to it. Later, we can dive into 
it and look for trends,” says Hill. “We 
believe we could explore many avenues 

 
information about every single hospital 
visit our patients have.”

CareMore and Aspire Health is an integrated 
care delivery system that provides care 
to high-risk patients with complex needs, as 
well as chronic disease management, 
in Metro Denver and surrounding areas. 
CareMore and Aspire implemented 

 part of 
their direct response to the coronavirus 
pandemic. 

“When we see patients showing up to 
the emergency department for needs 
that we can manage virtually or in the 
home, we reach out to let them know we are 
available to help,” says Bruce Smith, M.D., 
FACP, CareMore Health’s Colorado 

 
 

resource to the community.  
 

 

 
 

  

Lizzy Kneller
Colorado community 
health worker

A1C
Cholesterol
Hepatitis

July 2021



4

A Path Forward

We’ve known for years that seamless care 
coordination across the continuum is key to 
reducing readmissions, improving outcomes and 
enhancing the patient experience—all of which 
can impact the bottom line of providers who 
participate in value-based Care. CORHIO 
Notifications can be the conduit that makes   
it all possible. CORHIO Notifications provide   
complete clinical data on exactly the information 
providers need when they need it. 

CORHIO’s advanced health information 
exchange technology, data analytics tools and 
expert consulting helps healthcare providers 
access information that saves lives, streamlines 
care coordination, reduces costs, keeps 
information more secure and improves clinical 
outcomes for millions of people in Colorado.

 
www.

Colorado Care Partners (CCP), a HealthONE 
ACO, uses CORHIO Notifications so they can  
do front-line care management. CCP provides 
CORHIO with a member file of patients, which  
is then matched against admission, discharge, 
and ED data in the network. Matches are sent 
to CCP and distributed to the appropriate CCP 
Care Navigators to follow up with the practice 
first, then the patient directly if needed. 

“Our Care Navigators use CORHIO to gather 
all pertinent data on high-risk patients 
managed by CCP,” says former Chief 
Medical Officer Timothy Dudley, MD. “We use 
CORHIO as an additional database to learn 
about patients that we need to know more 
about to close gaps in care, recognize rising 
risk and better manage high risks.” 

CCP provides participating practices with 
a scorecard to help them understand their 
own practice transformation information. Two 
areas on the scorecard that CORHIO data 
helps with are utilization, which looks at 
avoidable ED visits and successful care   
transition follow up and disease management.

Timothy Dudley, MD 
Former CMO for Colorado 
Care Partners

1https://www.todaysgeriatricmedicine.com/news/102011_news.shtml
2https://revcycleintelligence.com/news/3-strategies-to-re
 duce-hospital-readmission-rates-costs
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 tals-for-readmitting-too-many-patients/
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6https://www.acponline.org/practice-resources/business-re
 sources/coding/what-practices-need-to-know-about-transi
 tion-care-management-codes
7https://www.acponline.org/practice-resources/business-re
 sources/coding/what-practices-need-to-know-about-transi
 tion-care-management-codes
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